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Health-related social needs, such as food insecurity, 
housing instability, and lack of transportation, are asso-
ciated with worse health outcomes, and are increasingly 
the focus of health-related social needs interventions 
within healthcare. Adoption of health-related social needs 
interventions is often justified by the potential to reduce 
healthcare costs. However, this can present a conundrum 
to clinicians. Physicians are often more accustomed to 
justifying clinical innovation based on improvements in 
health, in accord with the fundamental values of the med-
ical profession, which include using our knowledge, skills, 
and the resources at our disposal to improve both indi-
vidual and public health. In cases where health-related 
social needs interventions improve health but are not 
cost-saving, these two types of justifications can conflict. 
We provide a framework for considering these issues, and 
an agenda for scholarly work on this topic. Ultimately, if 
promoting patient and public health are key values for our 
profession, then understanding when to emphasize 
values-based care, rather than simply value-based care, 
is crucial to fulfilling our professional duty.
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H ealth-related social needs, such as food insecurity, hous-ing instability, and lack of transportation, are associated
with higher disease prevalence, worse control of chronic con-
ditions, increased stress and depressive symptoms, and lower
quality of life.1–6 Perhaps for these reasons, individuals with
health-related social needs often have adverse patterns of
healthcare utilization, including more frequent inpatient ad-
missions and emergency department visits, and greater
healthcare costs.1, 2, 6, 7
To address these issues, healthcare-based interventions
for health-related social needs are becoming more com-
mon, as illustrated by the Accountable Health Communi-
ties Pilot,6 1115 Medicaid waivers in North Carolina8 and
other states, and internal programs within many healthcare
organizations. Example interventions include navigating
patients to resources such as food pantries, deploying com-
munity health workers, providing tenancy support services,
and arranging transportation to medical appointments.
Though the field is still developing, these interventions
are seeing widespread and enthusiastic deployment. This
has brought urgency to the need to consider the justifica-
tion for such interventions, and to the need to make hard
choices about allocating scarce resources.
The justification for health-related social needs interven-
tions often takes one of two forms.9 The health-oriented jus-
tification argues for health-related social needs interventions
because they improve health. Fundamentally, the health-
oriented justification draws upon the values of the medical
profession, which include the primacy of patient welfare,
recognizing the autonomy of individuals, and our duty to use
the knowledge, skills, and resources at our disposal to improve
both individual and public health.
The market-oriented justification draws upon the view that
healthcare systems need to reduce healthcare costs, which are
burdensome to society. In this justification, health-related so-
cial needs interventions can produce Breturn on investment^
(e.g., cost savings) resulting from lower use of healthcare
services once needs are met.
The medical profession has classically used the health-
oriented justification when deciding whether to adopt innova-
tions in care practices (although profit motives have, of course,
been drivers for firms to develop new treatments). In contrast,
the justification for health-related social needs interventions
has largely been market-oriented.6, 8–10 Some of this may be
due to contemporary trends—particularly neoliberal ap-
proaches to healthcare cost containment11, 12 and the ethos
of value-based care, which emphasizes the efficient use of
resources as a guiding principle for allocating healthcare, and
draws upon examples from free-market enterprise to achieve
its goals.13
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The market-oriented justification often fosters interventions
that target Bsuperutilizers^—those who are at increased risk of
accruing high healthcare expenditures due to a combination of
morbidity and social need.9 Because these individuals also face
high risk for poor health outcomes, both a health-oriented and a
market-oriented justification can apply. Hence, even clinicians
who favor a health-orientated justification may follow a market-
oriented justification, viewing it as the path of least resistance for
obtaining institutional approval, and funding, for their work.
Healthcare professionals should be wary of over-reliance on
market-oriented justifications, however. First, doing so equates
deservingness of intervention with the likelihood of generating
high healthcare costs. But if our professional values are to
promote the health of our patients, it is difficult to see why
individuals with health-related social needs should be treated
only if the short-term cost of not doing so is high. Health-related
social needs that impact early childhood development (for ex-
ample, poor housing conditions leading to lead exposure) and
preventive care (for example, lack of transportation to attend
breast cancer screening) can have a profound effect on future
health (cognitive impairment and cancer mortality, respectively),
but little chance of affecting short-term healthcare costs.
Second, though health-related social needs interventions
can be cost-saving,14 there are likely many situations where
they are not, as most healthcare is not cost-saving. Further,
there is no sector of American healthcare that routinely applies
even a cost-effectiveness, much less a cost-saving, criterion to
adoption of medical innovation. While the wisdom of that
approach is up for debate, why hold health-related social needs
interventions to a different standard?
These considerations lead to several core questions that
future scholarly work around health-related social needs
should address:
1. How should we decide when to apply health-oriented
justifications versus market-oriented justifications? If
they are in conflict, do we choose values-based care or
value-based care? More broadly, when should we adopt
healthcare innovation simply because it improves health,
and when should additional justification be required?
Can reflection on the values of our profession, and
affirming those values when making difficult decisions
about what innovations in care to adopt, help us practice
the type of medicine we aspire to?15
2. How should we evaluate interventions that target health-
related social needs? Health-related social needs interven-
tions plausibly affect multiple dimensions of health, often
through complex pathways. This means we may need both
better outcome measure and more sophisticated methods to
understand their effects. Measuring prevention of clinical
events, such as asthma exacerbations in those with poor-
quality housing, or well-established biomarkers, such as
hemoglobin A1c levels in those with diabetes and food
insecurity, is straight-forward. However, these may not
fully capture the benefit of health-related social needs
interventions—patient-reported outcomes will be key for
understanding the effects of these programs. Doing this
may require developing new measures that assess con-
structs most relevant for those with health-related social
needs, analogous to the need for condition-specific
symptom scales in cancer treatment or joint replacement
surgery. Further, beyond the outcome measures issue,
interventions that address health-related social needs are
complex, have multiple components, and may involve both
clinical and non-clinical personnel. Evaluations may
therefore require sophisticated methods, often with both
qualitative and quantitative components, that can better
assess why and how interventions work, and what
contextual elements, adaptations, and implementation
strategies are necessary for success.16
3. What is the value—including costs, benefits, and harms—of
health-related social needs interventions? What are the
circumstances under which health-related social needs
interventions are cost-saving, cost-effective, or neither?
Further, what are the timescales at which to evaluate these
interventions? If cost savings only accrue over a long time-
horizon, how should investment in health-related social
needs interventions be encouraged or sustained? For other
areas of scientific investigation, cost analyses may occur
once effectiveness has been established. Should health-
related social needs interventions be different?
Health-related social needs interventions offer great poten-
tial for improving care in vulnerable populations, and we are in
an exciting time of scientific discovery regarding their use. In
cases where these interventions improve health and reduce
costs, their adoption should be uncontroversial. Likewise, in
situations where they offer no benefit, our efforts are best spent
elsewhere. But what to do in situations where health-related
social needs interventions improve health, but are not cost-
saving, remains unclear. As a field, we will need to work to
clarify what justifications for health-related social needs inter-
ventions are relevant in particular circumstances. Ultimately, if
promoting patient and public health are key values for our
profession, then understanding when to emphasize values-
based care, rather than simply value-based care, is crucial to
fulfilling our professional duty.
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